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The lowa SIM Vision:

Transforming Health Care to Improve the Health of lowans
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Goals: by 2018

AImprove the health of
lowans in three areas:

Diabetes: increase ALC rate by
23

Reduce the rate of
preventable readmissions by
20% in the Maedicaid and
Wellmark population

~ Reduce the rate of
preventable ED visits by 20%
in the Medicaid and
Wellmark population

Increase participation in
WValue Based Purchasing in
lowa, by evidence of 50% of
" Madicald, Wellmarl, and
Meadicare payments linkad
to VEBP contracts
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{': Categorization of Population
Health Activities

Bucket #2:
Bucket #1: ) Bucket #3:
.. Innovative )
Traditional . Community
.. Patient- )
Clinical -Wide
Centered
Approaches Health
Care

Source: John Auerbach, CDC
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{:: Statewide Strategy Plans: Population-
based, Community Applied Interventions

* Tobacco

* Diabetes

* Healthcare Associated Infections

* Medication Safety

* Nutrition and Physical Activity/Obesity

* Obstetrics

* In development: Social Determinants of Health,
Care Coordination
http://idph.iowa. gov/SIM
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Community Care Coalition (C3) Initiative
Community Care Coalitions:

Consist of a broad group of community Are guided by a Skeering Committes Build and participate in referral processes, participate in
partners including health, human consisting of 8 small group consisting of process mprovement, praomeate C3 interventions, and educate
senvices, education, aging, city planners, hespitals, health providers, public heaelth, on the benefits of community-based strategles te support
residents, among others. hurman service organzations, eto. heafthy behaviors.

Community Care

S Implementing Interventions from SIM Statewide Strategy Plans
Coordination P & gy
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t‘l Commemiini Ty -flentified imervertions
- - - from %M Diabetes Statewide Strategy
= #lan and/or Iocal CHNA & HIP .
$ '.E 5 Population-based,

L]

[T - ;
E T o Community-applied
(o] E 4 Community-identified Interventions =~ " " " "t 0 o policy, systems, and

= from SM Tobaoto Statewlde Strategy -
-E E E Plan and/or local CHIVA & HIP environmental change
E ‘{ i initiatives included in
Ew
& _g "E- e statewide strategy plans
T dentitied nerventions . M e
TR ol sessesewes to support healthy
= from SIM Obesity Savewide Sirategy

L= 2 .
3 28 Piat anelfor bocut CHHAS ME hehaviors and promote
® = 'E sustainability for long-
o ey
H _: ] CHMA & HIP PRIORITY AREA term change.
o O B Commuanity-idontified ntarventions

o from bocal CHMA B HIP and coubdin- « « = = o o o 0 o o

o  clude obstetrics, healthcare-assotiated

E Infections, pic,




t . .
{"‘ Social Determinants of Health

Definition: Conditions in the environments in which
people live, learn, work, play, worship, and age that
affect a wide range of health, functioning, and quality-
of-life outcomes and risks.

— Economic Stability

— Education
— Health and Healthcare
— Neighborhood and Built Environment

— Social and Community Context
Source: Healthy People 2020

r 1 His I |[_I|1'||
{ .IJ Iy are



State Innovation Model Community Care Coalition Initiative Grantees
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Community Care Coalition (C3) Diabetes Example

Example of a community-selected intervention from the SIM Digbetes Statewide Strategy Plan

Community
Care
Coordination

Social
Determinants
of Health

Referrals will be
made; barriers
identifted and

may fnclude lack

of access to
préscriplions or
healthy foods:
and resources
and referrals

oy be provided,

Implensend process Changes based o data anabysis. For esample,
mosl ficatiomns could be made 1o a referral system to diabstes sei-
management education progranmy andfor change The locaton of
Hie dhiabseles seH-managemend sducation course Lo a commmisily
loscathods more. & cessihiia to families of fow nooame;

ldentify barrers
toattending
Diabetes Saif-
Management

Education classes

fiaa will confinoally be collecbed by 3 applican, coalifion partners, and IHC 1o anplement
commmminity-based performance improsement strabegess. Data may Include:

= fol el
#  referral somces
= AN data

#  Pharmacy dafa
#  WOF naeasuses 1o inclide HEhaid
= V5 data

Implementing Interventions from

SIM Statewide Strategy Plans

MABETES
Community-bdaniified interventions trom 516 Dlabetes
Statewlda Strategy Flan

Incorporate stardandized ghicose lesting at anna plys&cal ap-
posinfme s,

Ikartify barriers within primany care offices fo address diabetes
scieening with patients,

- b providers o recagndze and address sociad deferminants of
health. Encourage patient and provider discassions 1o identity
‘social determinants of health and pattent needs iImpacting
Care.

Incoaporate referrals bo communily-based services to asid in
addressing barriers Lo care.
Edistate providers and consimers about the punpose and locations

- of diabetes self management education and training olferings.
. It rease provkler refemal of diagnosed patients to diabetes seff-
" management sducation and training

Population-based, Commundty-apgdied poficy, systems. and
envircnmental change Inatives moluded in statevide strategy

plans to support healthy behavicrs and promote sustainability for

lang-term change, Leverage the work of other concurrent elforts
|:Hn.|:l'l.|'.i|55'[ State initiatrve, Hesl owins plan, Wellmark Blus
o healthy foods and bullt

Environments 1o promote active lifestyies

Sprcific examples ncude, improving eecess fo healfey fomds of
fand partries end food bk edicrie o penefits of walknble
conrvrTies, ermbat pedemanent pamend strudfune for dinkeles
el imanagerieal ek,

foned, efc.) to support local act



2t

Figure 2. Breakthrough Series Model

Enroll
Participants
Select Topic Prework
p P p
A A A
Develop D D D
Framework S S 5

Recruit Faculty  and Changes Su tive
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LS1: Learning Session
AP: Action Period Supports:
P-D-5-A: Plan-Do-Study-Act Email » Visits * Phone Conferences » Monthy Team Reports ¢ Assessments
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Questions?

Marni Bussell
mbussel@dhs.state.ia.us

Kala Shipley

kala.shipley@idph.iowa.gov




